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Aims 
Background & Significance  
Bridges to Home  
 
 
 Navigating high-risk inpatient clients using a lay-health worker model in Eastern Kentucky  
Roberto Cardarelli, DO, MPH1, Jennifer Schilling, MPH1, Kala Gilliam2, Mary Horsley, RN, CCRP3,   Nancy Maggard, RN, BS3, Lisa Ray, MPH3, Fran Feltner, DNP4 
1. University of Kentucky Family and Community Medicine; 2. Kentucky Homeplace; 3. St. Claire Regional Medical Center;   4.  Center of Excellence in Rural Health  
Roughly 20% of all Medicare fee-for-service clients are 
readmitted within 30 days of hospital discharge, resulting in 
$17 billion annually. It is estimated that 75% of these 
readmissions are avoidable. Research has demonstrated 
that a broad range of socioeconomic and personal factors 
impact readmission rates. This study seeks to address such 
factors through a hospital-based Lay Health Worker (LHW) 
model for transition of care. 
 
This study utilizes a pre/post design that assess the impact 
of implementing a LHW model on 30-day hospital 
readmission by assisting high-risk clients with their post-
discharge social needs. To determine the effectiveness of 
this LHW model, outcome measures for the 4-6 months 
prior to study’s program implementation and for 6-months 
after the study intervention are compared. Both traditional 
statistical methods and quality improvement evaluation 
methods, including Statistical Process Control, will be 
performed.  
 
Thanks to Kentucky Home Place for partnering to provide a 
trained community health worker for the full time study position.  
Thanks also to St. Claire Regional Medical Center Hospital for 
providing space and resources, and allow us access to their 
inpatient population.   
 
Funding for this project is provided through Passport Kentucky.  
The start date for this project began November 1, 2014 and ends 
October 31, 2015.   
Overarching goal:  to reduce 30-day readmission rates at 
St. Claire Regional Medical Center in Morehead, KY. We will 
achieve this goal by achieving the following aims:  
 
Aim 1: Administer the LACE index, which assesses risk of 
30-day readmission, during client intake procedures to 
individuals presenting to the St. Claire Regional Medical 
Center’s admissions office and Emergency Department.  
 
Aim 2: Identify and assist in addressing the psychosocial 
and health determinants of LACE-identified high-risk clients 
before, during, and after the time of hospital discharge 
using a lay-health worker (LHW) model.  
 
Aim 3: Monitor the impact of implementing Aims 1 and 2 
on compliance of discharge orders and appointments, client 
satisfaction, and 30-day readmission rates.  
 
 
Demographics, healthcare and health insurance 
information, socioeconomic factors, social history, 
and past medical histories will be collected for 
analytic purposes.  
LACE index (> 7 = high risk) 
Wellness Needs Assessment 
Health Literacy 






Multidimensional Health Locus of Control Scale- 
Form B 
Client Satisfaction Scores 
Compliance rate 
30-day readmission rate 
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